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Abstract
In 2021, approximately 276,480 women were diagnosed with breast cancer, yet less than
30% were aware of their reconstruction options. The Women’s Healthcare Cancer Right Act
(WHCRA) of 1998 stated those with breast cancer are entitled to breast reconstruction.
WHCRA of 1998 set the first step in ensuring women get reconstruction if they chose. An
exceptionally low percentage of women receive reconstruction after mastectomies each year,
and the reasons are yet to be fully understood. Some initial thoughts are that women with
breast cancer do not have or receive the information regarding their options to see a plastic
surgeon. Unfortunately, many women immediately get a radical mastectomy with only
guidance from the breast surgeon. Many plastic surgeons have walked away from
reconstruction because the reimbursement rates are exceptionally low. This evaluation
showed that doctors’ perceptions of doing breast reconstruction was one of a public service
to help women in need, as the reimbursement amount was not worth time and overhead.
Almost 30% of plastic surgeons were claiming to have left doing reconstruction completely
due to this financial problem in both surveys conducted. Further research should be
conducted amongst surgeons and patients to further identify how to help solve for this
healthcare gap.
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CHAPTER I INTRODUCTION
1.1

Background and Need

Prior to the Women’s Healthcare Cancer Right Act (WHCRA) law of 1998, many states
had local mandates that required coverage and payment for breast reconstruction. To provide
national standards, the WHCRA was passed in 1998 to help protect women needing
reconstruction. WHCRA is known as Janet’s Law because Janet Franquet was not provided
reconstructive surgery after a mastectomy in 1997 because of her insurance. Her plastic surgeon,
Dr. Todd Wider, was concerned that her self-insurer said they would not cover the cost of the
surgery, so he performed it pro bono. After her surgery, he teamed up with local politicians to
create WHRCA (There oughta be a law, 2012). At the time, the insurers said that reconstruction
was not “medically necessary.” Now, 20 years later, women with breast cancer are facing the
same issue of breast reconstruction being deemed “experimental” in many cases by large
insurance companies (American Society of Plastic Surgeons, 2015).
Although the WHCRA was signed into law in 1998 by President Bill Clinton, there are
many women that do not have access to care. After years of lobbying by women’s healthcare
advocates, the federal government mandated the WHCRA law. It took over 20 years of research
demonstrating the psychosocial and quality of life impact on women having mastectomies and
no restorative options before mandating the law (Wilkins & Alderman, 2004). According to two
studies, one by ASPS.org and one other source (Grogan, 2015), less than 30% of women
surveyed knew of their reconstruction options at the time of their breast cancer diagnosis.
Unfortunately, the federally mandated services in the WHCRA are often unavailable, with

8
IMPACT OF WOMEN’S HEALTH AND CANCER RIGHTS ACT

documented cases of insurance companies turning down mastectomies and reconstruction. This
has created harmful state health disparities in of women’s access to breast reconstruction.
1.2

Problem Statement

WHCRA, a federal mandate, states that any woman diagnosed with breast cancer is
entitled to breast reconstruction, but little is known about if the implementation and awareness
outreach of this act helped to increase women getting breast reconstruction. Since the literature
states that less than 30% of breast cancer patients know of their WHCRA rights (Shippee et al.,
2014), this project will examine physician perceptions about the key barriers/issues around
reconstructive surgery for patients with breast cancer. This project will gather and analyze the
current plastic surgeon perceptions on if and why they are staying in breast reconstruction, what
are the challenges, and if they are considering leaving their reconstruction practice to go into
cosmetic surgery.
1.3

Central Evaluation Questions

This project will examine physician assessments as to the extent to which if WHCRA has
successfully helped women gain access to breast reconstruction, as this was a federal mandate
that was passed in 1998. This project will examine why and what percentage of doctors are
leaving breast reconstruction and moving towards cosmetic. It will also ask if the financial
reimbursement was improved and at what threshold, would they come back to the practice of
reconstruction? Although this survey cannot determine if WHCRA has helped women gain
access to breast reconstruction, we can evaluate if reimbursement is playing a role in surgeons
leaving breast reconstruction. A descriptive study technique was used in this survey evaluation
tool, as the surgeons were in their natural setting. The survey was trying to uncover if there was a
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lack of access to breast reconstruction surgeons and if more research needed to be done on this
topic.
WHCRA has not increased the level of breast reconstruction in most states due to low
state commissioners’ activity in holding insurance companies accountable for providing
reasonable reimbursement to surgeons to perform the surgeries. According to the Centers for
Medicare & Medicaid Services (CMS) (CMS.gov), “Private group health plans are regulated by
the Department of Labor. State and local governmental plans, for purposes of WHCRA, are
regulated by CMS. If any group health plan buys insurance, the insurance itself is regulated by
the State’s insurance department.”
Physician perceptions are that WHCRA has not allowed increased access to
reconstruction, whereas WHCRA does not dictate the level of or guarantee any reimbursement.
This perhaps represents a large disconnect in the system. As a fellow-trained reconstructive
surgeon in private practice, Dr Regina Fearmonti cites little to no reimbursement as a reason that
she and her colleagues are performing fewer reconstructive surgeries each year. She questions,
“What does insurance ‘coverage’ actually mean? High deductibles limit access for patients. Burdensome
authorization processes (“paperwork fatigue”) delay access to care. ‘Authorization’ does not guarantee
payment, and the patient cannot be billed if physicians navigate through the insurance pipeline: gap in
reimbursement is pushing practices out of reconstruction and can’t afford to do reimbursement. Likewise,
biologic mesh scaffolds, breast implants, and microvascular equipment required to perform various
reconstructive procedures represent a large cost to the hospital that also remains largely not reimbursed.
This limits surgical facility’s ability to foster a sustainable breast reconstruction program.” WHCRA

does state it is a federal mandate that insurers must cover reconstruction. Unfortunately, they do
not give any reimbursement rates for any of the procedures, which can be quite costly, so it is left
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up to the insurers to deem what is reasonable.
CHAPTER II LITERATURE REVIEW
The literature on WHCRA is quite limited; however, state-by-state interpretation based
on insurers is different and implementation of it is also variable and scarce (Data on File-Auctus
group, 2022). More specifics will focus on the data of evidence and on the availability of
reconstruction, policies, and advocacy around the potential gaps of healthcare post WHCRA.
The first part of the literature review will focus on the federal landscape of data measuring the
effectiveness of this policy post WHCRA, and then, it will examine any other advocacy groups
looking to provide information on this WHCRA policy.
Federal Policy Makers and Advocacy Groups
CMS provided information on WHCRA Act states:
The Women & Health and Cancer Rights Act of 1998 (WHCRA) is a federal law
that provides protections to patients who choose to have breast reconstruction in
connection with a mastectomy. If WHCRA applies to you and you are receiving
benefits in connection with a mastectomy and you elect breast reconstruction,
coverage must be provided for:
All stages of reconstruction of the breast on which the mastectomy has been
performed. Surgery and reconstruction of the other breast to produce a
symmetrical appearance; and prostheses and treatment of physical complications
of all stages of the mastectomy, including lymphedema.
This law applies to two different types of coverage:
Group health plans (provided by an employer or union).
Individual health insurance policies (not based on employment).”
“Group health plans can either be ‘insured’ plans that purchase health insurance
from a health insurance issuer or ‘self-funded’ plans that pay for coverage
directly. How they are regulated depends on whether they are sponsored by
private employers or state or local (non-federal)
governmental employers. Private group health plans are regulated by the
Department of Labor. State and local governmental plans, for purposes of
WHCRA, are regulated by CMS. If any group health plan buys insurance, the
insurance itself is regulated by the State’s insurance department.
The American Cancer Society provides similar information to women around WHCRA
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but provides a question-and-answer section. Several questions underscore that there are state
laws that also apply to cover reconstruction, but depending on the insurer type (i.e., Self-insurer),
it is still under a federal mandate. The Q & A also discusses how surgeons should not use
WHCRA as an excuse to lower their standard of care around helping their patient’s outcome
Does the WHCRA allow insurers to take people off their plans so that they don’t
have to pay breast reconstruction benefits? No. The WHCRA does not
allow insurance plans and insurance companies to kick people out of the plan or keep
them from enrolling or renewing their coverage under the plan to avoid WHCRA
requirements.
Does the WHCRA let insurance plans give doctors incentives to discourage women
from having breast reconstruction after mastectomy No. The WHCRA does not allow
insurance plans and insurance issuers to penalize doctors or lead them to provide care in a
way that does not support the WHCRA. Nor does it allow insurance plans to reward
doctors who do not encourage their patients to look into breast reconstruction.
Does my insurance provider have to tell me that I’m covered for breast
reconstruction under the WHRCA? Yes. The law also requires that insurance
providers notify you of this coverage when you enroll in their plan, and every year after
that.
What if my state has laws that require insurers to cover breast reconstruction?
Several states have their own laws requiring health plans that cover mastectomies to
provide coverage for reconstructive surgery after a mastectomy. These state laws only
apply to those health plans purchased by an employer from a commercial insurance
company. If an employer is self-insured, state laws do not apply, but federal laws do.
I have been diagnosed with breast cancer and plan to have a mastectomy. How will
the WHCRA affect my benefits? Under the WHCRA, group health plans, insurance
companies, and HMOs that offer mastectomy coverage must also provide coverage for
reconstructive surgery after mastectomy. This coverage includes reconstruction of the
breast removed by mastectomy, reconstruction of the other breast to give a more balanced
look, breast prostheses, and treatment of physical complications at all stages of the
mastectomy, including lymphedema.
This federal law sets a minimum requirement so that women can have breast
reconstruction after mastectomy, even if they live in states that do not make insurance
companies provide this coverage.
Does the WHCRA require all group plans, insurance companies, and HMOs to
provide reconstructive surgery benefits? In most cases, yes, as long as the insurance
plan also covers medical and surgical benefits for mastectomies. But certain church plans
and government plans may not be required to pay for reconstructive surgery.
Under the WHCRA, can insurance providers impose deductibles or co-insurance
requirements for reconstructive surgery in connection with a mastectomy? Yes. But
the deductibles and co-insurance must be like those that are used for other benefits under
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the plan or coverage. The company can’t have you paying a higher deductible or co-pay
for breast rebuilding than you would pay for other types of surgery.
Are health plans required to tell me about WHCRA benefits? Yes. Both health plans
and health insurance issuers are required to tell you about WHCRA benefits. They must
do this when you enroll and every year after that. The annual notice may be sent by itself
or it may be included in almost any written communication by the plan or insurer, such as
newsletters, annual reports, policy renewal letters, enrollment notices, and others.
Enrollment notices may even be a phone number or web address from which to get more
information about coverage.
Does the WHCRA affect the amount that my health plan will pay my doctors? No.
The WHCRA does not keep a plan or health insurance issuer from bargaining about
amounts and types of payment with doctors. But the law does forbid insurance plans and
issuers from penalizing doctors or providing incentives that would cause a doctor to give
care that’s not consistent with WHCRA.
Does the new health care law affect the WHCRA? No. The WHCRA was not changed
by the Affordable Care Act and there are no provisions or regulations that affect it.
Health insurance plans that offer mastectomy must continue to offer breast
reconstruction.
Do the WHCRA requirements apply to Medicare or Medicaid? No. The law does not
apply to Medicare and Medicaid” (American Cancer Society).
After patients receive a cancer diagnosis and begin navigating their care, reading through
the questions and answers and trying to differentiate between insurance types and
reimbursements can be very confusing.

The large insurance companies vary in how they interpret reasonable reimbursement
rates. They have different interpretations of what is required coverage amounts with breast
reconstruction, even with a federal mandate.
2.1

Evidence for Reconstructive Surgery

There has been research on women with breast cancer after mastectomies and whether
they receive reconstruction makes a difference in their quality of life. There are different types of
reconstruction after a mastectomy that include immediate or delayed breast reconstruction.
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Several studies have shown that patients with delayed reconstruction are more likely to be
distraught and less satisfied than patients with immediate reconstruction (Pusic, A.L., 2013).
Another study by Shain, W. in 1985 similarly suggested, “Patients who had
reconstructive breast surgery at the time of mastectomy (immediate) or within 1 year
(early) had significantly less recalled distress about their mastectomy than those who had it
more than 1 year later (delayed). Women who had immediate or delayed reconstructive
surgery had similar levels of psychological symptoms, which were slightly lower than
those reported by women in the early reconstruction group.” This speaks to how
psychological health is part of why breast reconstruction is so important for many women. It
is mainly for themselves to feel whole again and be able to wear clothing normally.
One other piece of literature from Dsouza N, 2011, did a Cochrane review of breast
cancer studies. They looked at randomized controlled trials (RCTs) comparing immediate
breast reconstruction versus delayed or no reconstruction in women and found only one study
that the authors felt was highly biased. It had 64 women in it and saw some trends of reduced
“psychiatric morbidity” when there was immediate reconstruction but very weak data to support
this for various reasons. More research needs to be conducted to support that immediate
reconstruction is beneficial accord to this literature.
2.2

Evidence Based Practice for Reconstructive Surgery

Dr. Andrea Pusic has done extensive research in this area to help advocate for guidelines
to help women get breast reconstruction and determine which type of reconstructive surgery
provides the best patient quality-of-life outcomes. There are still no consensus guidelines on
which type of surgeries are best for which mastectomy patients. One study examined patients in
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11 regions across the United States and the overall rates for immediate and delayed
reconstruction (performed within four months of mastectomy). They found the rate of immediate
reconstruction was 15.4% in 1998 and 18.0% in 2000. When they examined the data more
closely, they found the socio-economic background of the patient had a direct impact on access
to reconstruction. The poorest patients had the lowest reconstruction rates. Regionally, they also
found the data to have variances in breast reconstruction and felt that financial incentives,
surgeon referrals, and patient preferences should be studied further across the regions. The
variances made it hard to discern what the root of the causation was in these areas. There was
such a shortage of research on these procedures, they speculated that the major problems were:
“1) ongoing financial barriers, (2) race-based inequalities in health care, (3) lack of patient
knowledge about options for reconstruction, and (4) geographic variations in access to
reconstructive services” (Wilkins & Alderman, 2004, p149).
A study out of Canada reviewed 10 different guideline sets from societies in Canada,
USA, and Europe and systematically reviewed each one on the existing data and on their merit
looking at breast reconstruction after a mastectomy was performed. The authors concluded the
most comprehensive guidelines were by Alberta Health Services in Canada, The American
Society of Plastic Surgeons and the Associations of Breast Surgery, and British Association of
Plastic Reconstructive and Aesthetic Surgeons. The Alberta guidelines were ranked the highest
across all. As far as timing of breast reconstruction, they said consider the need for postoperative
radiation, recommending to wait 2 or 3 years for later stage cases when the risk of recurrence is
lower (Popowitch B, 2020). Depending on the cancer type, radiation and chemotherapy situation
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have a lot to do with the breast reconstructing timing. They stated there was still a lot of
subjectiveness to these guidelines and called for more research on this topic.
2.3

Variation in WHCRA Implementation

Wilkins & Alderman concluded that although WHCRA mandated coverage of postmastectomy reconstruction by all healthcare payors as of January 1, 1999, this was no panacea
for women needing reconstruction. The authors state this act had many loopholes and no
enforcement for payors to pay the surgeons appropriately for providing the service. One
regularly used loophole is when insurers provide prior authorization for reconstruction surgery,
and then, once the case is finished, they deny payment, sometimes saying it was “experimental”
and sometimes no information at all. In other cases, the payor will say the surgery is using
products that are “investigational,” such as fat grafting, which is a well-published method of
breast reconstruction. There were legislative actions to create penalties for those not abiding by
WHCRA. Sadly, the penalties died in the House-Senate, and to date, they have taken no further
action.
This team further found another WHCRA flaw was the reimbursement of surgeons. This
WHCRA mandates that insurers (payors) pay for breast reconstruction, but that does not include
the amount of coverage for all of those involved, such as hospital, anesthesiologist, plastic
surgeon, and medical devices. For instance, if a woman needs fat grafting, breast implants, skin
substitute, and tissue expanders, this could be a two-stage surgery series with extensive surgeon
costs. In many cases, the insurers say some of this is investigational and blame it on not
enough randomized-controlled studies, an exceedingly difficult thing to do in this space with
limited funding.
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Alderman, et al., created a focus group of plastic surgeons around the United States and
found reimbursement was the leading cause for women not getting what they needed to
psychologically heal during the final stages of breast cancer. Sadly, many admitted to selecting
the less time-consuming options with the best reimbursement, which may not always be the best
for the patient (2014).
One other factor in this literature review was that over 44 million Americans at the time
of the study did not have healthcare coverage, which left a significant number of women unable
able to have reconstruction. According to recent studies, 27 million Americans have no health
insurance coverage (Stasha, 2021).
A 2015 study looked at states post WHCRA to see if there was an increase in
reconstruction and used those states as a control that had already introduced similar state laws
pre WHCRA. Cancer registries from 10 states were studied, as they had complete cancer
databases post WHCRA: California, Connecticut, Georgia, Hawaii, Michigan, Alaska, New
Mexico, Washington, Utah, and Iowa. Of the 10 states, California, Michigan, and Washington
had passed state legislations mandating similar coverage as WHCRA prior to 1999. These states
were used as the control. In 1986, Washington mandated coverage for symmetry surgery.
Connecticut passed a similar state law in 1991 mandating coverage, allowing payment except a
threshold of a 500-dollar out-of-pocket expense for the patient for breast reconstruction, which is
different from the other states (Yang Xie, 2015).
New York passed additional legislation after WHCRA was passed because they did not
feel this would ensure women getting the proper referrals to plastic surgeons. Plastic surgeons
documented in one study (Matros et al., 2019, p. 569) that “as recently as 2018 women who did
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not discuss breast reconstruction with their surgical oncologist or who were not referred to a
plastic surgeon were significantly less likely to undergo breast reconstruction. Such differences
in patient counseling serve as the impetus for additional legislation, including the New York
State 2010 Breast Cancer Provider Discussion Law (BCDL).”
New York State passed the Breast Cancer Provider Discussion Law in 2010, mandating
the discussion of insurance coverage for reconstruction and immediate referral to a plastic
surgeon. These are two areas (discussion of reconstruction and referral to a surgeon) that are
believed to hinder women’s access to plastic reconstruction. Because of this law, a study was
conducted that included 32,452 patients. “The number of mastectomies decreased from 6,479 in
2008 to 5,235 in 2013; the rate of reconstruction increased from 49 percent in 2008 to 62 percent
in 2013” (Fu et al., 2019, pp. 562-564). This rise in reconstruction was seen across all medianincome brackets, races, and age groups. When comparing before to after law enactment, the
increase in risk-adjusted reconstruction rates was significantly higher for African Americans and
elderly patients, but the disparity in reconstruction rates did not change for other races, different
income levels, or insurance types. Reconstruction rates were also not significantly different
between those treated in various hospital settings (p .563). According to the Centers for Medicare
& Medicaid Services, “This seems to point in the direction that forcing the breast surgeon to
refer to a plastic surgeon is beneficial to a woman with cancer and other states should also
enforce this law” (p. 567).
However, there is a significant amount of literature on how women of color, poverty,
Medicaid insurance, and lower education receive the least amount of care in breast
reconstruction. One study looked at the SEER Database of Medicare claims from 2005 to 2009,
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and of the 17,958 women, 14.2% were of color and 9.3% had reconstruction. Women of color
had 55% lower odds to get reconstruction than Caucasians (OR=0.45; 95% CI 0.37-0.55).
Additionally, women in lower income areas had less chance of reconstruction regardless of their
race (Onega et al., 2014).
The 2011 analysis (Agarwal, S., et al.) used population-level data from 1998 to 2002,
also using the SEER database. They examined patients and geographical characteristics on the
type of breast reconstruction, including timing of post-mastectomy surgery. The primary
endpoint was the odds of getting reconstruction. They performed a multivariate analysis to
control for patient demographic characteristics. A total of 52,249 patients met criteria to be part
of the study. “Reconstruction was performed in 8,446 patients (16.2%). Odds of reconstruction
varied by region from 0.60 (Seattle) to 2.81 (Atlanta). African Americans were noted to have a
significantly lower likelihood of reconstruction when compared with Caucasian patients (0.60
versus 1.00)” (Agarwal, S, et al., 2011, p. 354. The main conclusion stated that Caucasian people
in more affluent areas had more of a chance to be provided reconstruction.
Another paper on this topic was done in one medical center (Zahedi et al., 2019) where
an Institutional Review Board (IRB) was allowed to evaluate all women who went through
breast reconstruction from 2008 to 2014. Patients were contacted via telephone and asked to
participate. One limitation was if the patient died or had no phone number, the study, which
could be a disadvantage because of the loss of this data. The main goal was to see why they did
not get breast reconstruction. “Of 181 patients, 61% participated in the survey, and the most
common reason for patients that identified as Hispanic, Spanish-speaking, high school graduates,
or having an annual income less than US $25,000 (p < 0.05) was insufficient information

19
IMPACT OF WOMEN’S HEALTH AND CANCER RIGHTS ACT

received” (Zahedi et al., 2019, p 388). The authors believed these patients should have been
educated further on the WHRCA and their rights to have had more fair treatment.
The literature in breast reconstruction has some gaps in understanding how WHCRA is
held up, and only New York has taken further measures to ensure that patients are referred to
plastic surgeons. The data in the above literature shows there are gaps of care for breast
reconstruction for minorities, poverty-stricken females, lower educated, and rural communities.
Chapter III Methodology:
3.1

Research Design

This project involves descriptive analysis of physician survey data regarding attitudes and
perceptions of breast restoration guidelines and reimbursement.
The evaluation question for this project focuses on gaining perceptions from plastic
surgeons of breast reconstruction access change post WHCRA implementation and how well it is
working based on its original intent, and if plastic surgeons’ perception is there is more access
now to breast reconstruction if a woman wants to have it and what the current challenges are
3.2

Sample Selection

This project recruited all the board-certified plastic surgeons that are members of ASAPS
(American Society of Aesthetic Plastic Surgery), roughly 2,500 members.

3.3

Instrumentation

The survey questionnaire (Appendix A) was developed by an interprofessional team of
surgeons, researchers, and marketing executives. The primary goal of the survey was to gather
perceptions on volume of breast reconstruction, drivers for discontinuing breast reconstruction
surgery, and reimbursement. In addition, respondent characteristics were collected to describe

20
IMPACT OF WOMEN’S HEALTH AND CANCER RIGHTS ACT

geographic location, years in practice, and healthcare setting. Questions asked if they still were
performing reconstruction, if not why, and if it was due to reimbursement, would they come back
if the payments were better? Response choices are categorical, with two open-ended questions to
collect additional feedback and on the impact of COVID-19. Each survey was the same except in
2021-2022, a question asking if COVID-19 had changed their practice in any way. All other
questions were the same.
3.4

Survey Administration

The ASAPS sent out an online survey (anonymous) using a platform called Campaign
Monitor to their members while incorporating a link to SurveyMonkey, the same tool used in
2018-2019 and 2021-2022. It anonymously asked by email of all their members to take this 3minute survey and only if they so choose. An online link to the survey was provided to the
American Society of Aesthetic Society in November 2021, with reminders sent out in December
2021, and January 2022.
The plan was to survey the plastic surgeons in the United States to determine how their
reconstruction procedures have increased or decreased in the past 3 years, and why.
3.5

Analysis

Data were analyzed using the descriptive tools SurveyMonkey to provides to aggregate
responses by geography, years in practice, type of practice, etc. to see if there are any similarities
among the plastic surgeons. The open-ended questions were analyzed utilizing a thematic
analysis to understand why providers may have left breast reconstruction. To determine
geographic location, the listed states were combined into Census regions (Business insider, 2018)
•

The Northeast region: Maine, New Hampshire, Vermont, Massachusetts, Rhode Island,
Connecticut, New York, New Jersey, and Pennsylvania.
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•
•
•

3.6

The Midwest region: Ohio, Michigan, Indiana, Wisconsin, Illinois, Minnesota, Iowa,
Missouri, North Dakota, South Dakota, Nebraska, and Kansas.
The South claims more states than any other region: Delaware, Maryland, Virginia, West
Virginia, Kentucky, North Carolina, South Carolina, Tennessee, Georgia, Florida,
Alabama, Mississippi, Arkansas, Louisiana, Texas, Oklahoma, and Washington, DC,
The West region: Montana, Idaho, Wyoming, Colorado, New Mexico, Arizona, Utah,
Nevada, California, Oregon, Washington, Alaska, and Hawaii.
Protection of Human Subjects

The project was determined to be program evaluation and quality improvement.
Specifically, on March 8, the project was submitted to Quality Improvement/Program Evaluation
Self-Certification Tool Sponsored by the MUSC Institutional Review Board and a written
response on March 8, was that it was not subject to IRB review and therefore exempt.
Chapter IV Results and Findings
4.1

Results and Findings

Surveys were administered to 2,500 potential participants in 2019 and 2,600 in 2022. The
results of these two plastic surgery surveys respectively included 2019 n =281 and 2022 n= 126.
Table 1
Respondent Characteristics by Year
Respondent Characteristic
Region (%)
Northeast
Midwest
South
West
Years in Practice n(%)
Less than 5 years
5-10 years
10-15 years
Over 15 years
Surgery Practice Location
Major academic hospital

2018 - 2019
(n=281)

2021 - 2022
(n=126)

21.17%
16.79%
36.13%
25.91%

19.05%
14.29%
44.45%
20.63%

6.16%
10.87%
18.48%
64.49%

12.90%
15.32%
69.35%

12.50%

15.20%
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Smaller academic hospital
Community hospital
Ambulatory Surgery Center
Other
Approx. # of reconstructions performed in the last month (mean)

5.51%
55.15%
19.85%
6.99%
5

4.80%
62.4%
13.60%
4%
7

Table 1 summarizes the respondent characteristics by year. The respondents were evenly
located in 2018-2019. But in 2021-2022 45% were in the south, so it was a bit more weighted
towards that region 65% and 70% which had over 15 years of practice year over year of survey
speaking to the maturity of these respondents. Over 55% and 62% year over years were in
community center hospitals, while 12% and 15% were in major academic centers. This speaks to
academic centers usually have more breast surgeon coordinated care and access is usually less
prohibitive, as places like Memorial Sloan Kettering, Cleveland Clinic, MD Anderson, which are
all well-funded with resources.

Table 2
Volume of breast reconstructions compared to the prior three years
Response n(%)
Increased significantly
Increased moderately

2018 - 2019 (n=277)
11.55%
9.75%

2021 – 2022 (n=125)
7.20%
16%

Stayed the same

34.66%

31.20%

Decreased moderately
Decreased significantly

16.61%
27.44%

17.60%
28.00%

Note. Table 2 shows that over 30% of surgeons said their breast reconstruction stayed the same
over the past 3 years and almost 30% of surgeons (27.4% and 28%) said their surgery
decreased significantly.
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Table 3
If you are no longer doing Breast Reconstruction, what was the main driver

Response n(%)
Cosmetic
Reimbursement
Left Hospital Setting
Low Demand For Recon
I still do Breast
Other

2018 - 2019 (n=270)
5.9%
28.89%
5.56%
2.96%
48.89%
7.78%

2021 - 20222 (n=120)
4.17%
24.17%
9.17%
0.83%
51.67%
10.00%

Table 3 shows that around 50% of surgeons both years are still doing breast
reconstruction but about 29% and 24% year over year said they have left due to reimbursement
issues.

Table 4
If you are no longer doing Breast Reconstruction, if reimbursement could be viable enough to
cover your overhead and revenue generating, would you come back to reconstruction?

Response n(%)
Yes
No
Depends on Coverage amount
I still do it

2018 - 2019 (n=281)
24.72%
11.44%
16.9%
46.9

2021 - 20222 (n=126)
13.22%
19.83%
15.70%
51.2%

Table 4 describes the percentage of respondents who would or would not come back to
breast reconstruction if the reimbursement was better and are still doing breast reconstruction.
The good news is that 42% in 2019 and 29% in 2022 said they would come back depending on
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the amount of reimbursement. Only approximately 50% stated they are still doing breast
reconstruction; the others have left for cosmetic surgery that is cash pay.
Approximately 30% who have left reconstruction cite it being due to some sort of
reimbursement concern (Table 5). Interesting, over 65% of the responses were from surgeons in
practice for over 15 years, which speaks to them being more senior in their profession. In both
surveys, about 28% of plastic surgeon said their reconstruction practice has gone down significantly.
Some said that prior authorizations were not working, the number of denials and paperwork was
daunting as well as the amounts that were being reimbursed did not cover their overhead.
Cosmetic surgery was also mentioned confirming they could make a lot more money in doing it
vs. have to deal with insurance companies. Plastic surgeons also complained that breast surgeons
have control of the referral to them, and sometimes either they get blocked out from any referrals
or the coordination between the mastectomy and breast reconstruction part of the surgery does
not work.
The three major themes in both surveys for plastic surgeons on why they were leaving
breast reconstruction were: poor reimbursement, scheduling too difficult to coordinate care, and
cosmetic surgery pays better. Forty-two percent in 2019 and 29% in 2021 of plastic surgeons said
they would come back or would come back depending on improved reimbursement rates (Table
4). Interestingly, the percentage dropped below 30% in 2021, which may speak to the apathy of
the plastic surgeons increasing post COVID-19 and any other factors mentioned in this survey.
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Table 5

Perceived Barriers to Reconstructive Surgery
Perceived Barrier
Reimbursement

Quotes
Despite federal laws requiring insurance coverage, still very hard to
get reimbursed any amount for reconstruction
I do it mostly as a service to my community. I wouldn’t otherwise do it
because of dismal reimbursement as well as time wasted at the hospital
setting (as opposed to my own surgery center). I would happily perform
second stage reconstructions, revisions etc. in my surgery center, but the
reimbursement from insurance providers is prohibitive.
No, but women deserve to have these procedures and surgeons should
not be limited by costs and forced to use alternative that are less costly
than ADM. The less costly options have no efficacy data and are likely
to cause more serious problems up the road.
These patients require lifelong care and a significant amount of
resources. Insurance companies’ reimbursement does not cover staffing
and visits sufficiently to warrant participation in care.
It’s really sad because you would really like to help the community and
keep doing reconstruction, but I would not be able to afford my
employees nor my office if I had to use insurance money for my
reimbursement. I get paid less than a plumber does per hour any more
for doing the reconstruction.
Reimbursements are constantly decreasing – it’s impossible to cover
overhead expenses!
We are suckers for subsidizing the lifestyles of the insurance company
C-suites. Insurance reimbursement is no longer just “not enough”. We
cannot continue to practice in any manner. Our leadership has
absolutely failed us.
I was very busy with breast reconstruction for 18 yrs. In 2016, it
represented about 40% of my time each week. That work was 5-10% of
my revenue. I dropped off of Medicare and insurance at that point, and
while I still do recon, it is out of pocket for pts, and the volume is
minimal, about 6-8 cases per year.
I love the craft, but the patients are tough, and made MUCH tougher by
the fact that insurance doesn’t want to pay. $2,000 for bilateral tissue
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expanders is laughable. I make that much in about 30 minutes seeing a
patient for filler and Botox. Insurance reimbursements are too low to
justify working with them anymore. The “Great Reset” that we need is
a tripling of insurance reimbursements.
Interest is high. Basically, women in Tennessee can’t get microsurgical
breast reconstruction (which should absolutely be offered to every
woman who is a reasonable candidate) because reimbursement is
laughably low unless you go out-of-network. Now the insurance
company lobbies are trying to take that away!
Takes so long and reimbursement so low. Also, due to code edits,
multiple codes are being denied, essentially lowering reimbursement
even more.
Why nothing has been done about continued decline of reimbursement
and coverage!
Trained at MSK, loved my patients, cannot afford to be in solo practice
with low reimbursement.
Insurance carriers like united health care have not paid me specifically
for microvascular breast reconstruction on a specific patient for devices
rendered over 5 months ago at this point. This DIEP free procedure
takes a provider away from the office the entire day.
Although I am a board-certified plastic surgeon with advanced
fellowship training in breast reconstruction, I am finding it
financially impossible to allow breast reconstruction to be any
greater than 10% of my practice due to the extremely low
reimbursement for the procedures. When you take into consideration
the time to perform the procedure, the time waiting to start the
procedure, and the total time away from the office, I end up bringing
in approximately $150 per hour. That will not come close to
covering the overhead of the office for the time period. The
reimbursement for the surgeon’s efforts are so much lower than the
cost of the implants and significantly lower than the ADM that is
used. In fact, the reps for the products get close to or sometimes
more than the surgeons receive. It’s absolutely insulting.

Cost

Used to do a large volume when employed at academic center. One
challenge now is restrictions in doing recon at ASC- can’t use alloderm
or get reimbursed separately for implants. Can’t do Medicare breast
recon or revisions at ASC and most insurers follow Medicare. Also, I
have difficulty getting the breast surgeons to do high enough quality
mastectomies to be able to offer NSM DTI especially prepectoral. More
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health systems employing their own plastic surgeons and or
oncoplastic.
If you are male and/or not employed by a big hospital corporation,
you can kiss breast recon goodbye
Academic program where each plastic surgeon is super specialized.
Hospital based multi-specialty groups hired their own plastic
surgeons
Hospital employed breast surgeons and plastic surgeons “cut me off”
I enjoyed it but as I grow older, don’t want to have to be dependent
on another physician’s or hospital’s schedule

Resources

Cosmetics

Personal

Surgeon four said in the 2021 survey, “These patients require lifelong
care and a significant amount of resources. Insurance companies’
reimbursement does not cover staffing and visits sufficiently to warrant
participation in care.”
Doing cosmetic only now- not because it is more interesting- just
want more control of my life at age 63
I do a lot of breast reductions and reimbursement is poor. Cosmetic
pays so much better 
I enjoy it and my patients are appreciative and I have a 30-year
reputation in my community, and I will miss it and my patients.
I miss doing these procedures: pedicle TRAM, TE- implant

Various

Spent 20 years doing reconstruction, my reason is not financial but
lifestyle
General breast surgeons are taking reconstruction over Part
reimbursement, referral, disrespect of general surgeons
Pt referrals, still a political issue

The open-ended responses in Table 5 are bucketed according to issues of why surgeons
have left reconstruction, mainly reimbursement, cosmetic is easier, hospital scheduling, personal
and various reasons. Year over year there was not much difference in the reasons of why they
left.
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Table 6

Perceived Motivators to Reconstructive Surgery
Perceived Motivators

Example Quote
Surgeon, one said in the 2019 survey, “I do it mostly as a service to
my community. I wouldn’t otherwise do it because of dismal
reimbursement as well as time waisted at the hospital setting (as
opposed to my own surgery center). I would happily perform second
stage reconstructions, revisions etc. in my surgery center, but the
reimbursement from insurance providers is prohibitive.”

These comments that were 126 out of 280 surveys and 88 out of 126 doctors surveyed
show the level of interest in speaking about this subject matter. Forty-five percent of surgeons in
2019 took the time to write an open-ended response while 70% in 2021 took the time to answer
this. One question that was added to the 2021-2022 survey was asking them if COVID-19 has
impacted their practice performing reconstruction. Most said it did not while some said it caused
some delays and limited access to patients but overall, surprisingly not an issue.
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CHAPTER V DISCUSSION
5.1

Discussion of Results

WHCRA of 1998 was intended to ensure women had access to breast reconstruction post
breast cancer diagnosis and mastectomy. However, based on these two survey results, many plastic
surgeons are leaving breast reconstruction due to reimbursement being so low (approximately 30%)
and a few other reasons such as an easier way of life, scheduling issues and cash pay is more
profitable. Many open-ended comments in both surveys are related to reimbursement issues around
repetitive denials from insurers, payments lower than the cost of doing the surgery, not being able to
cover their overhead. Surgeons responded and said why should the keep losing money, have to fight
with insurance companies while they can leave this area and simply deal only with cash pay patients
with breast augmentation, mommy makeovers and Botox. It is far more profitable and gives a quality
of life. Many felt bad for the breast cancer patients and felt this was a public service to continue to
help them but not sustainable.
Although WCHRA states breast reconstruction is covered as a federal mandate, what does
that mean for surgeons? “Covered” does not mean insurers have to cover the costs of the surgery,
products used in the breast, and the other costs. The insurance companies can arbitrarily determine
payment amounts and deny coverage. According to the respondents, there is not enough
reimbursement to cover the basic overhead cost of plastic surgeons; therefore, women are getting
less access to breast reconstruction specialists, as these surgeons are not taking these patients any
longer. What can be done from an insurer’s perspective to help cover these costs? Can a policy
be put in place that protects the WHCRA intent and mandates that reasonable payments are made
by insurance companies?
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Forty-two percent in 2019 and 29% in 2021 of plastic surgeons said they would come
back to performing reconstruction depending on if the amount of reimbursement was better. This
seems to be a sizeable percentage drop in the interested number of surgeons that would come
back to reconstruction, but due to sample size, it would require further research. Some things to
further explore are issues around doing this is staffing requirement, referral patterns,
reimbursement rates, etc.
The results of the surveys clearly indicated plastic surgeons are frustrated with the current
breast reconstruction landscape. Although WHCRA’s intent was to ensure that women have
access to breast reconstruction surgeons, if surgeons continue to depart from their practice, who
will take care of these breast cancer patients?
The guidelines put forth generally state that women do better having breast reconstruction
immediately unless there are other variables, like cancer that is aggressive, require radiation, etc.
The data is clearly demonstrating that access will be an issue moving forward. More advocacy
and awareness around what payors are doing needs to be elevated.
5.2

Limitations

The survey response rate was lower than expected in 2021-2022, so the 2019 survey was
added in as well. The project has several limitations. The first limitation is low response rate.
Almost most 300 surgeons took the survey in 2019, pre COVID-19, and after sending it out three
times in 2021-2022, only 126 responses were received. Is this due to a lack of interest in this
topic, apathy for surveys, or post covid fatigue? It is hard to tell. One thing is clear: the surgeons
of the latest survey, 88 wrote open-ended comments of 126 (45%) surgeons while only 126
wrote of the 281, (70%) showing how engaged this latest group of surgeons were to discuss how
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they had frustrations regarding their reconstruction business. Even though fewer responded, the
fact that a large percentage made open-ended statements of their frustrations was indicative of
their level of discontentment. More research to fully understand this topic needs to be done on
what plastic surgeons are thinking and on what would be acceptable insurance surgeons
interested in coming back to reconstruction in 2019 if payments were better. Further surveys need
to be done with more intricate survey methodology and larger sample sizes.
5.3

Future Research

Future research will include additional surveys to obtain the perceptions of a larger body of
surgeon, approximately 10,000, in the fall of 2022. This will be another body of evidence to further
elucidate what the surgeons’ perceptions are of breast reconstruction and WHCRA.
Future research should also consider the patients’ perspective, the focus on breast cancer
reconstruction candidates who have resources, and the differences in access by demographics
(race, education, income, insurance) and around mastectomy, not lumpectomy.
5.4

Conclusion

Based on the survey results, more needs to be done to elevate this. Women’s breast cancer
issue should be publicly addressed, so that insurers cover reconstruction reasonably and keep plastic
surgeons engaged. If the plastic surgeons continue to leave the reconstruction practice with their
years of extensive experience, it will be relegated to breast surgeons that are honorable in their
profession but not in this area of training reconstruction. There will be a healthcare gap and disparity
for women, especially women of color that already have documented access issues.
Advocacy groups can help work with policy and stakeholder to help ensure WHCRA
mandates are followed. Insurance companies need to be held accountable to ensure women get the
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best access to care and that these deductibles, denial, and paperwork that are relentless to keep
providers from accepting patients should all be remedied. Patients need to be more vocal about their
healthcare challenges to quality care, but that involves more education from advocacy groups. More
research needs to be done to validate the concerns of this project and to help the breast cancer
community.
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Appendix
A.

Survey Monkey Tool for Plastic Surgeons 21-22

2021 BRAVE Survey
BRAVECoalition.org (Breast Restoration AdVocacy and Education) is partnering with The Aesthetic
Society to try to uncover what the barriers are to women getting breast reconstruction. Your answers are
anonymous, and results will be shared. Thank you

1. What State do you Practice in?
Less than 5 years
5-10 years
10-15 years
Over 15 Years

2. Years in practice?
Less than 5 years
5-10 years
10-15 years
Over 15 Years
3. Has the volume of your breast reconstructions performed changed in the past 3 years compared to the
3 years before?
w
Increased significantly
Increased moderately
Stayed the same
Decreased moderately
Decreased significantly

4. How many breast reconstructions approximately did you perform last month?

5. Where do you perform your breast reconstruction surgery?
Major academic hospital
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Smaller academic hospital
Community hospital
Ambulatory Surgery Center
Other
6. If you no longer perform breast reconstruction, what was the main driver? w
Cosmetic is more interesting
Reimbursement issues
Left Hospital setting
Low demand for Reconstruction in my area
I still do Breast Reconstruction
Other (please specify)
7. If you are no longer doing Breast Reconstruction, if reimbursement could be viable enough to cover
your overhead and revenue generating would you come back to reconstruction?
Yes
Depends on coverage amount
No
N/A I still do breast reconstruction
If coverage amount, please add details of what is acceptable.
8. Anything else you would want us to know about your interest in breast reconstruction?
9. How has covid impacted your practice with treating your reconstruction population if you have one?
10. If you want to become a BRAVE doctor and be listed on our website to refer breast reconstruction
patients please leave your name.

